Dear Editor,

Cysticercosis is a common parasitic infestation caused by *Cysticercus cellulosae*, a larval stage of intestinal cestode, *Taenia solium*. The infection is common in many parts of the world including China, Russia, Philippines, Indonesia, Mexico and India. The parasite has a predilection for subcutaneous tissue, brain, striated muscle, heart, liver, lungs and eyes.\[[@ref1]\] Only four cases of submandibular, mesenteric and cervical lymph node involvement by cysticercus have been reported so far.\[[@ref2][@ref3][@ref4]\] We report the first case of cysticercus of axillary lymph node in a patient harboring metastatic breast carcinoma.

A 54-year-old female patient of Indian origin, presented with a lump in upper outer quadrant of the left breast. On examination, the lump was non mobile and firm to hard. Overlying skin, nipple and areola were unremarkable. Following fine-needle aspiration from the lump, that showed a carcinoma, left modified radical mastectomy was done. Grossly, the tumor measured 3.5 cm × 2.8 cm and was firm and grey white on cut section. Histopathological examination confirmed an invasive ductal carcinoma. Four out of 18 axillary lymph nodes had tumor metastasis \[[Figure 1a](#F1){ref-type="fig"}\]. Incidentally, in largest of the uninvolved lymph nodes, a parasitic cyst was noted \[[Figure 1b](#F1){ref-type="fig"}\]. The parasite showed characteristic morphology of cysticercus having three layers: An outer cuticle, middle cellular and an inner reticular layer along with invaginated scolices \[[Figure 2](#F2){ref-type="fig"}\]. Following this, patient\'s clinical history, physical examination, and radiological investigations failed to reveal any focus of cysticercus in other more common sites such as subcutaneous tissue, muscle, brain, eyes or elsewhere.

![(a) Lymph node with subcapsular tumor emboli from breast carcinoma (H and E, ×200); (b) Photomicrograph showing intranodal paracytic cyst (H and E, ×200)](TP-4-133-g001){#F1}

![Cysticercus with all the three layers (H and E, ×200)](TP-4-133-g002){#F2}

The life cycle of *T. solium* occurs between human (definitive host where the parasite reaches the adult stage, the tapeworm, in the gut) and pig (intermediate host, where the parasite develops the larval stage, the cysticercus). Humans acquire the infection consuming raw or undercooked pork containing the larvae. The tapeworm develops in the gut and the eggs are shed by human feces in the environment. The eggs can be ingested by free-ranging and backyard pigs feeding on human feces. The embryo exits from the egg in the pig gut and migrates to muscles and other sites where it develops into infective larval stage, the cysticercus, waiting the human consumption of the pork. However, humans can also act as an intermediate host when ingest eggs contaminating vegetables and fomites, or alternatively by self-infection in a tapeworm carrier. Thus, vegetarians and other people, who do not eat pork can also acquire cysticercosis.

The intestinal infestation with the tapeworm, i.e. carrier stage is generally asymptomatic and may go unnoticed. Cysticercosis in more than 80% of the cases is asymptomatic. The severity of the clinical picture is related to the localization and number of cysticerci; neurocysticercosis being the most serious clinical picture, whereas muscle localization can be asymptomatic.\[[@ref5]\]

Cysticercosis can be diagnosed by imaging methods (ultrasonography/computed tomography/magnetic resonance imaging), serodiagnosis (enzyme linked immunosorbent assays, co-agglutination tests), fundus examination of eye and by pathological examination of aspirates and tissue biopsies.\[[@ref6]\]

Tapeworm carriers must be treated with praziquantel (PZQ) as such persons are the immediate common source of infection in both humans and pigs. No treatment is recommended for asymptomatic, nonviable cysticercal lesions in subcutaneous tissue, and muscle. However, surgical excision is preferred for solitary symptomatic lesion. For neurocysticercosis, symptomatic therapy is the mainstay for treatment and includes analgesics, corticosteroids to control inflammation and antiepileptic drugs to control seizures. Anti-parasitic agents, either albendazole or PZQ are effective in killing live cysticerci; however, many patients develop an exacerbation of neurologic symptoms, attributed to intense local inflammation due to the death of the larvae. Therefore, it is recommended to give anti-parasitic treatment under hospital conditions and prime the patient with steroids before starting cysticidal drugs.\[[@ref7]\]

Nodal filariasis is a fairly common phenomenon; however, nodal cysticercosis is rarely reported, with only four such documented cases in literature so far. This is the first reported case of cysticercus in axillary lymph node in a patient with breast carcinoma. This case highlights that all enlarged lymph nodes in a known case of malignancy may not necessarily imply metastasis. Infrequently, one may find an unusual finding, like a parasite.
